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) WRITE PLAINLY—USE UNFADING-BLACK INK—MAKE A PERMANENT RECORD

filcy rbp 1945

DEPARTMENT OF COMMERCE
" BUREAU OF TBE CRNSUS.

Nienstedt

Rezlstration District NO—M

MISSOURI| STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Regiatration District No.Z.Z >

08

<

4

State File No.

A3ES

Regisirar's No,

l. PLACE OF DEATH:
{a) County. S < & t t'

(¥) City or town

Silkeston

(If outsldae city or town Iiwita, write “RAURAL" and umnlhmhip)
(¢) Name of hospital or institution:
(1f ot in houpital or i write strost ber ot Jocatinn)
(&) Length of stay: In hospital or institution
(Bpecily whether

In this community.
yeary, monthy or days)

T i T

2. USUAL RESIDENCE OF DECEASED:

@) State._.M issouri (5) County. Scott / d c}‘
(¢} City or town Sikeston X
(1f outaide city of town limits, writea “RURAL")’ ‘Z
(d) Street No .
) . {If rural, give Jocution) O
{e) If foreign born, how long in U. S. A.7. years,

MEDICAL CERTIFICATION

Lewis Co,

16. Birthplace.,

/. Kentucky.

22, If death was due to external canses, fill in the following:

3l PRI e Mamie Lou Bolin
TR N7 Pv— 20. DATE OF DEATH: Month 1 day. 1
. veteran, - . (¢) Sociai urity
/ year ... . 194.1 SR .11 S l.l ........... minate__09_& M.
name Wwar. No.
hereby certify that I attended the deceased irom
F 5. Color or 8. (o) Single, widowed, married, @ z é . i ? A 2.10..,..,....,.. - by
4. Sex race — divoreed £ ] s Ltnst saw hJZ.—ahve o / 4
6. (5) Name of husband or wife......c.meuocene. 8, (€) Age of hushand ar wife if || and that death occurred on the défe and Lofir stated above.
alive........o...._.....years || Immediate cause of death
7. Birth date of deceased ) 31 1940 BN § 72 %, M A
{Montb} (Day) (Year) - \}
.-
8. AGE: Years Months Daye If leps than one day Due to. \k} f-"ﬁ
9 0 I~ N
hr. min s
v D Due to. F] I I~ : ‘43
9. Birthplace..... 1K eston - MQa... 2. R | / :
{City, town, or county) (Suu or fomzn country) L4
X " Oth dit M‘)u/
10. Usual occupation p— (Iaclude pregaancy within 3 month ofduLlV/
11. Industry or business . PHYSICIAN
M findinga: . 4 J—
8 {12 wime_ W. L, Bolin ajgr ndin: .
- - - nderine |
2 Lis. mmpues €2 Yham Co, /( Tenn, : the caune to
Jty k3 State or foreign country,
14, Malden name_ ADNLE ™ BELH Of autopey should be
{ : tintically.
=

(City, town, or county) (Stata or foreign country)

16. (a) ]n.l'omanf W L BOIin

® Address_._oikKeston Mo,

. @ Burial

(Barial, cremation, or
(c) Place: burial or cremation
18. (a) Signature of funeral directop=)

QZEE%:%%!%M_ ®
(Dateroceived lregiatrar)

® Date thmf_l@[_]-

(Moot} (Day) (Yoar)

o del B HA
{Registrar's siguatore)

(a) Accident, suicide, or homldde (specify)
(%) Date of occtrrence L
{¢) Where did injury occur?.

{City oz town) {County) {State)
{d) Did injury occur in or about home, on fa.rm. in industrial place, in public plaoe?

y S'p‘eif, f
W’hile at , ¢ (‘:)’.ﬁe:::%f tnjary.

(M. D. or other)Q.—

{Licenised Embalmer's Statement on Reverse Side)

Daudm%




" - REGEIVED
| ' " District Health Ofiloer No. 2,
o R R District Fl'le Numbwz_%.-_-.z.‘?,é.

y Davo Fﬁed _______ YA LA
. 1 |
S P
b
l . S :
v. = T _

STATEMENT BY LICENSED EMBALMER -

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

+

, Registered Apprentice No

working uader my bersonal supervision,

Signed_.. e
M Licensed Embalmer No.. 7 R
. : P. 0. Address ' ' —
Note: The above MUST BE SIGNED BY THE UCENSED EMBALMER in liis OWN.-HANDWRITING.. (Failurc to comply with
the above constitutes grounds for revocation of license.) -

N -

If this body is not embahned, above space ahould be left blank.




